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.III. Executive summary 

Semi-Quantitative Evaluation of Access & Coverage (SQUEAC) was conducted Tando Mohammad Khan (TMK) 
district, Sindh province, where ACF currently implements a Community Management of Acute Malnutrition 
(CMAM) program.  

The CMAM coverage assessment revealed a number of addressable barriers as well as boosters to program 
access and coverage. The key barriers to program access and uptake identified were i) lack of knowledge of the 
program by carers, and ii) malnutrition not well recognized by the majority of the community. Key boosters to the 
program included good opinion about the program, decentralization of the Out Patient Therapeutic Program 
(OTP) sites to bring them closer to the community (in a satellite approach), motivated staff, recruitment of the 
Community Based Volunteers (CBVs) as case finders and maintenance of Ready to Use Therapeutic Food (RUTF) 
and routine drugs buffer stock to mitigate supply chain breaks. 

The coverage assessments results obtained here are for areas where ACF operates1 since July 2012 and do not 
reflect the TMK district wide coverage. Coverage was estimated to be: 

Coverage2 = 62.6% (95% CI=53.8% - 70.6%) 

Coverage is above the SPHERE minimum standard for rural areas of 50%. 

Identified barriers should be addressed and the SQUEAC assessment repeated within six to eight months. 

 

 

 

 

 

 

 

 

 

 

 

                                                 
1 See the Union Councils – UCs where ACF works in the introduction of the report 
2 This is Period coverage. It was used rather than point coverage for TMK based on contextual evidence that the program had robust 
case finding, early recruitment (bulk of admission at MUAC = 110/109 mm) and acceptable Length of Stay (average of 8 weeks) . 
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.IV. Introduction 

In Tando Mohammed Khan (TMK) district3, ACF International intervenes in nutrition, food security and livelihoods 
(FSL), water sanitation and hygiene (WASH) since July 2012.  

ACF implements a Community Management of Acute Malnutrition (CMAM) program in 11 Union Councils (UCs) 
in the district. Children who have severe acute malnutrition (SAM) without complications are treated at 
Outpatient Therapeutic Program (OTP) sites established at the proximity of health facilities in infrastructures 
allocated to ACF by the community. As per Nutrition cluster recommendation, 1 OTP site is established per each 
UC. Those with SAM and with complications or grade two and three eodema and/or who do not have appetite 
are treated at a central stabilization centre4 (SC) situated in the district headquarters secondary level health care 
hospital in TMK. Five OTP sites were established between mid July 2012 and mid August 2012 for the first phase 
and in a second phase 6 additional OTP sites were established in November 20125. ACF has identified and trained 
a number of Community Based Volunteers (CBVs) who are actively working in close liaison with the ACF staff. 
These CBVs are doing active case findings, defaulter tracing and crowd management at the OTP site. They are 
purely working with a volunteer spirit and no incentive is being paid other than acknowledgment of their work, 
giving respect and equipping them with the knowledge and necessary tools.  

The ACF Nutrition programme in the study area has been flexible to improve child survival by organizing buffer 
stock of RUTF to mitigate the risk of OTP and SFP stock outs. Another programmatic adjustment towards 
increasing proximity and decreasing travel time was to establish satellite sites complimentary to the one static 
site per UC.  

The nutrition program had 1,570 total new admissions in the OTP from July 2012 till the end of January 2013. 613 
children have been treated and discharged as cured since the program started6.  The in-program beneficiaries in 
February 2013 were 953.  

In order to measure the performance of the nutrition program in treatment of severe acute malnutrition and to 
provide information for decision making in the district, Semi Quantitative Evaluation of Access and Coverage 
(SQUEAC) was implemented in all the program areas where ACF intervenes. 

The survey was guided by the following objectives: 
 

1. Establish barriers and boosters to CMAM program coverage and uptake by the community 
 

2. Measure CMAM coverage for purpose of measuring its performance 
 
3. Provide informed recommendation for improvement of CMAM program 

 

The following sections detail the assessment activities undertaken between 31st January and 14th February 
2013. 

 

                                                 
3 Tando Mohammad Khan districts comprises of Talukas Tando Mohammad Khan (T.M.Khan), Bulri Shah Karim and Tando Ghulam Hyder. 
T.M.Khan Taluka has UC-I & UC-II,  Moya, Shaikh Bhirkio, Tando Saidad, Lakhat and Tarri. Bulri Shah Karim Taluka has Mullan Katiar, Allah 
Yar Turk, Janhan Soomro, Bulri Shah Karim, Saeedpur, Saeed Khan Lund and Saeed Mato. Tando Ghulam Hyder Taluka has Dando, 
Nazarpur, Tando Ghulam Hyder, Ghulam shah Bagrani and Moya. 
4 SC is run under government department 
5 Mid July 2012: Allar Yar Kuk, Bulri Shah Karim, Nazar Pur, Ghulam Shah Baghrani, Janhan Somro . Mid November 2012. Mullan Katiar, 
Saeed Matto, Saeed Pur, Tando Mohammad Khan UC-I, Tando Mohammad Khan UC-II and Saeed Khan Lund. 
6 ACF Nutrition Evolution Reports, January 2013 
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It should be noted that qualitative data and quantitative data summarizing program performance were collected 
in both the original and new program areas.  

Coverage data, which are a combination of routine data, case stories and small area surveys, were collected in 
the original program areas only. The rational for this was that coverage in the new program areas was likely to be 
poor during the start up phase and would likely be similar to that achieved by the original program once the 
program was well established. As such, the overall coverage estimate reported here is from survey data from the 
original program area only.  

 

 

 

Figure 1: Map showing integrated intervention areas in Tando Mohammad Khan 
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.V. The SQUEAC approach 

The approach used a mixture of quantitative (numerical) data collected from routine monitoring activities, case 
studies, and small-area survey as well as qualitative data collected from informal group discussions and 
interviews with program staff, CBVs, carers, community and religious leaders. The information was collected 
iteratively using triangulation by source and method and sampling to redundancy7. Thus the stages used in the 
SQUEAC method are as follows: 

Stage 1 : Identified areas of low and high coverage as well as reasons for coverage failure using 
routine program data. This was done mainly through visits to the OTP sites to get information from 
program staff, carers, CBVs and community members. 

Stage 2 : Confirmed the location of areas of high and low coverage and the reasons for coverage 
failure identified in stage 1 through using small studies, small area surveys and case studies. The 
information obtained was analyzed into barriers, boosters and questions. The information obtained 
from the respondents was triangulated by source and method. The barriers and boosters were 
ranked in a series of analysis to develop a prior for the Stage 3 survey (see below). 

Stage 3 : Bayesian techniques were used to estimate overall program coverage with a small sample 
survey8.  Statistical analysis was done using the BayesSQUEAC software. 

The SQUEAC investigation is described below.  

 

.VI. Stage 1: SQUEAC investigations 

.VI.1.1. Visit to the OTP sites 

Interviews were conducted at the OTP sites (Saeed Pur,  Mulakatiar, Janhan Somro, Saeed Mato, Ghulam Shah 
Bagrani, Allah Yar Turk, Nazar Pur) between 4th and 7th February 2013. In-depth and semi-structured interviews 
were undertaken with carers attending the OTP sites and with ACF clinical and other program staff.  

.VI.1.1.1. In-depth interviews with carers 

Perception of the Nutrition program:  male and female carers interviewed mentioned that prior to the start of 
the CMAM program they did not have perceive malnutrition as a disease and that didn't know it can result to 
death. The male carer mentioned that the program was very helpful for the children and the community at large. 

Pathways to care : The interview sought to know how the carer's got into the CMAM program. Most answered 
that their children were referred by CBVs and ACF Community Mobilizers (CMs) who had conducted rounds of 
case finding in their villages. Some of the mentioned villages are Nur Mohammad Gopang and Minther 
Samaypoto. Some communities mentioned that they go to Tando Mohammad Khan secondary government 
health care facility or other private hospitals proximate to their villages. Here, the children were not treated for 
malnutrition neither were the carers privy to information on where they could take their children if they got sick 
with malnutrition. It is important to note that most of the carers who were referred by CBVs and CMs visited the 
OTPs on the following day. Evidence of these referrals were also found at the  health facilities from the villages 

                                                 
7 The term is used to refer to the process where information is sought repetitively using variety of methods till it yields consistent 
information exhaustively. 
8 Semi Quantitative Evaluation of Access and Coverage (SQUEAC)/Simplified Lot Quality Assurance Sampling Evaluation of Access and 
Coverage (SLEAC) Technical reference. Mark Myatt et al. October 2012 
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mentioned above. Most carers responded that they did not know of any other children who looked like their 
children (malnourished) who could be in their villages and who had not been referred.  

Perception of malnutrition and Nutrition program : The common terms used to describe malnutrition are 
“kangi”, “abhroo”,  “kamzor” , “baaran” and “sukho” depending with the context of the communities’ perception 
of malnutrition. The community perceives it as weakness followed by diseases like diarrhea. Largely, “Abhroo” is 
mainly used among the Muslim community, while “baaran” is used by non-Muslim communities. The words 
describe a condition where the child is seen as weak and bony or child was recently ill. 

People who can identify SAM in the community : The carer interview revealed that the key people who can help 
identify SAM children quickly and efficiently in the community included; teachers, local doctors, lady Health 
Workers (LHWs), CBVs, opinion leaders and social mobilizers as well as community leader. 

Distance to the CMAM site : In the general perception of distance among the carers, near villages are described 
as 2-3 km or 30 minutes walk. Most carers revealed that on average it takes 30 minutes to reach the CMAM sites. 
The rest of the distances described as far were done by means of various transport means such as “rikshaw”, 
motor bikes, buses and donkey carts. 

 

.VI.1.1.1. Semi structured interviews  with program staff 

This involved review of records and interviews of ACF program staff. The information collected was on distance 
and cost of travel, definitions of malnutrition as used by the staff, perceptions/stigma, and daily beneficiaries to 
CMAM sites as well as challenges they had in implementation. Case studies were also used to collect qualitative 
information from community members and carers. 

Distance/ Cost of travel : As described by carers, ACF program staff reported that most  patients visiting the OTP 
sites came from less than 2 km away or within a 30-minute walk, while some carers use rickshaw, personal 
vehicles (motorcycles) and also public transport (bus).  

Key definitions of malnutrition and perception / stigma  : Among program staff, malnutrition is perceived as 
weakness and the patients are taken for treatment only in case of medical ailments. Not much priority is given to 
malnutrition treatment itself, thus most children would still be at the community despite the fact that they have 
malnutrition. The staff emphasized that the referral is enhanced when CBVs are engaged in identifying and 
referring such cases. 

Management of community expectations/ Community understanding : Program staff reported that during 
emergencies distribution of different products that looked similar to the eyes of the community created 
confusion with carers having a lack of clarity on the criteria used for enrolment in the CMAM program. In 
Aug/Sep 2012 a national NGO randomly distributed products e.g., Plumpy’Doz, High Energy Biscuits (HEB) and 
Ready to use Supplementary Food (RUSF) as a blanket distribution to all children under 5 years of age. The 
community expected to get RUTF given through CMAM program distributed in the same manner. This affected 
the CMAM program negatively as demand was created in a situation where the enrolment criteria were not clear 
and the commodities looked alike. This is the “confusion in the community” that resulted from this situation.  

The daily attendance at CMAM sites: Program staff indicated that the average attendance to OTP sites varies 
with some sites having 12 beneficiaries while others have 40 beneficiaries per day including follow up cases9. In 
the routine setup, the OTP (SAM U5) and SFP (MAM U5 and MAM PLW) services are delivered at the same site by 
the same staff. Recent gap on SFP distribution were reported in mid of December 2012 due to the delays in 
renewal of WFP contracts and there were no SFP services delivered in this gap period. The stock outs of SFP 

                                                 
9 Semi structured interviews with ACF program staff, in-depth interviews with carers and OTP admission registers. 
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products affected the attendance and as such most of the attendance reduced to an average of about 15 patients 
per day during that period. Some of these instances are when the carer had two children where one was treated 
in OTP while the other was SFP beneficiary. Some carers both in OTP and SFP organized joint transport to the 
CMAM site. When SFP carers would not be able to attend due to shortage of supplies it would be considerably 
difficult for the other OTP beneficiary to organize their transport to the CMAM site. Poor opinion that resulted 
when SFP mothers did not get supplies continuously also contributed to reduction of attendance at OTP. 

 

Main challenges : Challenges reported as most pressing at the initial set-up of the program were:  

• Limited sites where the program could be decentralized to reach more populations. 
• Long distances, by the beneficiaries to the CMAM sites were compounded by the poor availability of 

transportation. This eventually led to absenteeism and defaulting. 
• Religious stigma for the carers who had malnourished children. 
• The approvals of UNICEF and WFP agreements were delayed.  
• Lack of OTP supplies for the startup of the programme due to delay in approval of UNICEF PCA. 
• Lack of SFP supplies affecting attendance of OTP beneficiaries. 
• Community expectations not well managed in the face of poor product differentiation and distribution 

protocol 

 

Referrals and defaulters tracing: Program staff reported that CBVs continuously screened and referred 
malnourished cases to the nearest OTP site. A system of tracking patients who did not attend (DNA) was in place. 
The staff did follow-up visits to bring them back to the program.  

Program defaulters were not many and mostly ranged between 1 and 10 cases, that is, between facilities 
constituting total cases found in the SQUEAC investigation.  “This is because the CBVs traced defaulters by visiting 
individual households, and motivated the carers to bring back their children to the program”. Review of program 
records and interview of community volunteers indicated that the defaulters were mainly from Kohli community 
who are nomadic and frequently migrated to different areas during harvesting seasons, mainly in search of 
labor10. The defaulters increased at the beginning of the phase 2 of OTP sites implementation (see also Figure 4). 
At this time when the new 6 OTP sites were established, staffs working in the old sites were used to initiate new 
OTP sites. This move affected the defaulter tracing up to some extent but it did not, however, exceed the SPHERE 
standard threshold of 15%. Defaulter's tracing was also done through community leaders and calling of carers 
through their cell phones numbers they provided at the time of the first visit to the site. 

Other sources of referrals : The staff mentioned that besides CBVs the referrals were also done by the word of 
mouth, mother to mother, Traditional Birth Attendants (TBAs), Lady health Workers (LHW), some government 
health facilities, self-referrals, EPI technicians, HDF (local NGO), and school teachers. It is important to note that  
LHWs were engaged into CMAM recently (January 2013, a month prior the SQUEAC investigations), and had 
began screening for malnutrition within their jurisdictions in the community and also worked with the CBVs 
there. The impact of their involvement will be more apparent in the next SQUEAC that will be done in Tando 
Mohammad Khan (as recommended in this report). 

Supplies : The RUTF supplies and routine drugs were made consistent when the teams utilized the buffer stocks 
purchased by ACF which were kept to bridge the gap experienced when there were pipeline breaks in supplies 
from the supporting UN agency (UNICEF). Moreover, lack of delivery of SFP supplies was mentioned to have 
negative implications on OTP activities. It was also noted that the routine drugs administered under the CMAM 
protocol particularly amoxicillin is not supplied with the other stocks in the UNICEF supply kit. At the time of the 

                                                 
10 CBVs information 
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survey observation and interview of the program staff also revealed that routine drugs were depleted in some 
sites. 

Beneficiaries :  In the villages Mohammad URS an eight month old female was identified to have MUAC of 90 mm 
and was not enrolled in the CMAM program. Another case of 4-year old child who was previously cured but now 
relapsed was found in village Haji Sobo. 

 

.VI.1.1.1. Review of program data 

This was done on the following: 

• MUAC at admission 
• Length of stay in program 
• Exits over time 
• Distance/time to travel to OTP site 

Initial information at the sites showed few deaths and defaulters with no relapses among SAM children cured. 
The various figures that were derived from the analysis of these information are presented below in figures 2, 3 
and 5.  The median range of the MUAC at admission was 109/110 mm (Figure 2). The median Length of Stay (LoS) 
was 8 weeks (Figure 3) among children cured in the program. The exits over time are in line with the sphere 
standards (Figure 4) while the median time to travel to the clinic sites was 15 to 30 minutes (Figure 5). 

Figure 2: MUAC at admission 

 
 

MUAC at admission data were collected from a subset of OTP sites and it appeared that most admissions with 
low MUAC mainly took place at the beginning of the CMAM program implementation treating the prevailing 
cases. As the program matured the majority of patients were admitted with a MUAC close to admission criteria. 
The median MUAC at admission was 109 / 110 mm, indicating that more than 50% of the children were admitted 
into the OTP program in a timely manner and were recruited early in the program. This is one of data evidence of 
early treatment seeking behavior. 

Majority of MUACs close to 
admission threshold 
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Figure 3: Length of stay from admission to discharge as cured 

 

 
The bulk of SAM cases were discharged as cured after an acceptable number of weeks in treatment, and the 
median LoS was 8 weeks. Cases that stayed beyond 12 weeks in the program were those retained in OTP due to 
SFP pipeline failure and closure of SFPs (without the SFP pipeline break, median LoS in OTP would have been less 
than 8 weeks). The cases at the tail end of the lower axis are patients who entered the program with critical SAM 
conditions. It is important to note that most of the cases in the program were admitted early (as shown in figure 
2-Admission MUACs) and as such, a large group of SAM patients was cured quickly resulting to acceptable length 
of stay. Evidence of the performance based indicators in figure 4 indicates cure rates of over 75%, default rates of 
below 15% and death rates of less than 5% respectively11. 

 

                                                 
11 SPHERE standards for rural TFP program. Available at http://www.sphereproject.org/ 

Normal OTP caseload 

Retained cases from SFP 
pipeline failure 

Very severe cases 
since admission / 
beginning of 
treatment 

http://www.sphereproject.org/
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Figure 4: Exits over time from July 2012 to January 201312 
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The average exits over time are smoothed to produce a seasonal component of the trend. Trends observed in 
Figure 4 shows that program performance indicators have consistently exceeded SPHERE standard 
thresholds13. Defaulter rates were consistently low except in November 2012, when defaulter rates increased 
when new sites were introduced and quickly reduced into following month. This was because some of the 
existing staff were used to support in initiating the new staff leaving less staff for the existing 5 UCs.  

                                                 
12 ACF Nutrition program evolution report, Dadu. January 2013. 
13 Therapeutic Feeding Program performance indicators; cure rate > 75%; defaulter rate < 15% and death rate < 5%. Extracted; from 
SPHERE standards for rural TFP program. Available at http://www.sphereproject.org/ 

http://www.sphereproject.org/
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Figure 5: Time to travel to the OTP site-Median time to travel is 15-30 minutes 

 

 
The limit of distance assumed in program planning was 5 km which aims to make the program accessible to 
the beneficiaries. Conceptually, distance to be covered by cares of beneficiaries would increase as the 
program expands and more of the beneficiaries from far distances would be admitted over time. The carer’s 
perception of distance is in walking time rather than time used with motorized transport. Quite a number of 
carers indicated that they used motorized transport because the distance they covered would have been 
more than a 3-hour walk. In the recent months, more beneficiaries who had used motorized transport to 
reach the OTP sites than at the beginning of the program (July 2012). Thus, over the course of the program, 
more beneficiaries tend to come from farther away, hence average time to travel to OTP increased, This is 
consistent with program catchment area and knowledge about the program increasing over time.  
 
 

.VI.1.2. Visit to the community 

.VI.1.2.1. In-depth understanding of the community 

Interviews and group discussions in the communities were done on various days and sites as described in 
Table 1. 

Table 1: Table of scheduled visits to villages 

Village visited Dates of the visits Methods of data collection 
UC Saeed Mato: Fal Mori Fal Mori, 
balaal Saeed Pur-City Saeed Pur, Haja-
Jom Goth, Hamid Malha. UC Mulakatiar: 
Wasi Maluk shah, Minthar Sami Potho, 
Bachoo Kamdar, Bilando Khaisheli. 

5th February 2013 In-depth interviews 

UC Ghulam Shah Bhagrani: Haji Sobo. 
Janham Somro: Mohammad Urs, Haji 
Hussain. 

7th February 2013 In-depth interviews 
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Semi structured interview was done involving 4 females in 4 villages in Mulakatiar.  One female carer mentioned 
that she did not have information about a CMAM static point despite it being within 200 yard (village Wasi 
Maluksha). She also said that she did not recognize malnutrition as a disease. 

However, the other three females interviewed in the other three villages-Minthar Sami Potho, Bachuk Khamdar 
and Bilando Khaiskheli indicated that they knew of the CMAM program. They could also, identify the RUTF, 
micronutrient sachets as well as MUAC tapes. They explained causes of malnutrition such as diarrhea and 
inadequate breastfeeding. They were quoted to say that "the program should be run for a long time for the 
betterment of our children". 

In UC Saeed Pur, 4 males, 6 females, 1 LHW, and 1 Government teacher were interviewed. The LHW said she had 
come to know about the CMAM program and the services that were offered. She also said that she had begun 
using the MUAC tape (Pati) and the response of the people she served was positive. The LHW mentioned that in 
previous training sessions given by ACF staff, she, together with some other LHWs received basic training on 
screening for malnutrition, CMAM sensitization and mobilization techniques. She had not referred many children 
but she said she would refer “Khangi” children when she identified them. 

The other participants were in agreement. The teacher said that she knew of malnutrition and could also identify 
some of the children that were sick with SAM. She mentioned that she would be “happy” if her capacity was built 
to identify malnourished children. 

In village Kharho, where 5 females and 4 males were interviewed they recognized malnutrition as a disease. The 
village was estimated to be 5 km from the OTP site on the car kilometer reading. 

Causes of malnutrition are seen as a lack of sufficient food and of adequate care when the females spent a long 
time in the field working, and are not able to get sufficient time to feed their children adequately. 

In Saeed Matto UC, in villages Balaal and Fal Mori respectively located 5 km and 7 km from the static site the 
respondents mentioned that CBVs and ACF CMs had screened their children, referred those who had SAM to OTP 
and PLWs referred to SFP. They understood the services that were offered by the CMAM program.  

On male respondent said that his child had been admitted into the program although he had no knowledge of its 
modalities. However, he said that on the occasion that the screening was done, he was not present at home but 
his wife who is the primary carer of the children knew about the program. 

All the respondents indicated that they were not aware of the criteria used in admitting children into CMAM and 
could not interpret MUAC colours. However, they had proper knowledge on the RUTF as medicine that is given to 
SAM children when they were shown the RUTF packet. They expressed hope that the program will continue 
treating their children as it was “very beneficial” to them. 

A combined group of 20 females and men from Village Haji Sobo which is 9 km away from satellite CMAM site in 
UC Ghulam Shah Bagrani reported that children got enrolled in CMAM program when they visited the OTP upon 
getting information of its existence. They said that they knew of children who had recovered after being treated 
at the site. However, they were not able to link the CMAM services to the government facilities in the UC and 
asked where they could take children with malnutrition if the program does not operate any more. CMAM 
services were thus more associated with the NGO rather than services that can also be obtained from 
government facility. 

Generally, the community members associated malnutrition with low food intake. Local term “Kangi” was used to 
define a malnourished child. There are some myths that existed before the treatment of malnutrition began. 
Children with “Kangi” were kept close to the underside of the belly of a camel so that the "evil of kangi" would be 
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taken away from the child. They currently recognized that they would not need to do that as malnutrition could 
be well treated at the local static centre. 
 

.VI.1.2.1. Access to CMAM services and coverage 

The access to CMAM services is summarized below: 

• Fal Mori and Baalal villages are averagely 8 km away from the CMAM sites. Most carers use local 
public transport to come to the OTP site. Villages further than that are the villages Bachukatiar 
mentioned as being very far and highly likely that the people do not know about the program.  

• In Saeed Pur, the furthest village was 7 km and the people were using private transport to come to 
the program.  

• Village Wasi Maluksha is 200 yard away from the static point. Villages Minthar Sami Potho, Bachuk 
Khamdar and Bilando Khaiskheli are about 7 to 8 km from the static point and public transport is 
commonly used, “rikshaws" were also used. 

• Most of people from other villages located 2 km away walked to the sites. 
• The village of Fal Morri is 7 km from the OTP site and they mostly used local transport to come to the 

OTP site. One of the CBVs said: "I have already screened the whole community and informed all of 
them regarding the program," and added that there is a village approximately 10 km away from the 
OTP site still uncovered. 

 

.VI.1.2.1. Case studies 

 
Distance to travel : A 2-week ration is given to the beneficiaries from distant villages. In UC Nazarpur some 
beneficiaries were relatively close to the static point (2-hour walk) but there was water logged soil in the way 
which made it inaccessible for some days. For that reason these beneficiaries were referred to another satellite 
site 6 km away that was accessible through a road and with transport people could reach the site in 30 minutes. 
This way the satellite was planned to bring the program closer to the community. 
 
SFP stock out / cases retained in OTP : Due to SFP stock out the OTP cases after reaching discharge criteria were 
retained in the OTP with a one sachet per day of RUTF until the beneficiaries reached discharge to the community 
criteria i.e. MUAC above 125 mm. Cases in example were: 
 

• 36-month old girl admitted with 105 mm MUAC reached OTP discharge criteria on week 4. She 
remained for further 4 weeks in the program due to the SFP stock out and discharged as cured with 
MUAC 126 mm. 

• 36-month old boy admitted with 113 mm MUAC reached OTP discharge criteria on week 3. He 
remained 4 additional weeks in the program due to the SFP stock out and discharged as cured with 
MUAC 128 mm. 

• 24-month old girl admitted with 113 mm MUAC reached OTP  discharge criteria on week 4. She was 
retained until week 8 due to the SFP stock out and discharged as cured with MUAC 127 mm. 

Dealing with absent cases: When the child in OTP was close to the proof of cure and did not attend the following 
scheduled visit, it was noted as absent. When such children came back to the site (usually after being traced back 
by volunteers) they were retained for two consecutive visits to ensure they did not fall below 115 mm before 
they could be referred to the SFP. The children who were apparently not getting treatment at the SFP were 
traced in the community and are re-screened and picked up to be treated at the OTP.  
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Satellite site donated: Mobilization activities were evident at the static site of UC Saeedpur where a 25 years old 
male was selected as a volunteer. This young man lived at a 7 Km distance from that site and had studied till 12th 
grade. He realised that the OTP site that was established by ACF was far from his village. He therefore, discussed 
with his grandfather on ways to tackle the problem of the distance that his community would deal with, as the 
community needed the program urgently. His grandfather was a retired headmaster of the school in the village 
and was an influential community elder. He decided to invite ACF to setup a satellite site in one of his buildings 
which is near a primary school and on the main road which could serve more than 50 houses in the 
neighborhood. Now his grandson donates 1 hour of his time on a daily basis to go to the community doing 
mobilization, screening and providing awareness sessions. He is satisfied when he sees the result of previously 
sick children cured. He is happy his community receives messages to live by healthy behaviors. He has a shop and 
does not mind closing it to come and help at the OTP site. This satellite site has brought the services close to their 
community and more than OTP cases are under treatment at this newly established site. 

 

.VI.1.2.2. Concept map of Tando Mohammad Khan nutrition intervention program 

This is a graphical representation of relationship between the findings obtained when a mixture of routine data 
and qualitative data collection were used. It can be described as a “conversation” that gives the linkages that 
either boosts program access or bars it. It gives the larger picture of the nutrition program. Factors that are linked 
in the way that they suppress or boost coverage had been organized using concept map and the mind map 
(Figure 6) was produced.  

Early treatment of severely malnourished children was encouraged by various factors as well as inhibited by 
others. The factors that were seen as key boosters to access to the program are i) existence of CBVs in the 
communities, ii) stock outs of the RUTF supplies and drugs are addressed by procurement of buffer stocks, and iii) 
satellites sites are established to reduce travel distance from village to program site. 

Some of the factors that inhibited early seeking behavior were i) narrow recruitment of case finders, making it 
hard for program to thrive in areas which had not recruited CBVs yet, ii) a lack of engagement of religious leaders 
and local private practioners, and iii) breaks in the SFP supply pipeline (SFPs and OTPs operate at same sites) led 
to decrease overall attendance  to OTPs (SFP and OTP beneficiaries tend to travel together to CMAM sites), and 
at time of SFP failure MAM cases slipping into SAM were not being detected.  



18 
 

Figure 6: Concept map summarizing barriers and boosters to program access and uptake 

 
 

At the end of the first part of the SQUEAC, it was clear that the key determinants of coverage were in place. 
Before embarking on the second part of the SQUEAC, the data collected from the routine program data and 
qualitative data was combined to provide information about where coverage was likely to be satisfactory and 
also, was summarized into likely boosters and barriers (Table 3) to service access and uptake that exist within the 
program.  

Table 3 lists barriers and boosters identified as well as their sources of information. Each source of information 
and method used for collection of information was given a number, to enable triangulation of information by 
source and method (that is, for each barrier / booster in table 3, sources and methods are indicated for their 
identification.  

The SQUEAC team believed that they had exhausted collecting all the necessary information through the cases 
studies, semi structured interviews and the in-depth discussions as explained earlier in the report.  

 

Good
Outcomes

Early
Treatment
Seeking

leads to

Good
Opinion

of Program

leads to

Good
Compliance

leads to

leads to

Low Levels
of Defaulting leads to

Defaulter
Tracing

leads to

Referrall 
Monitoring

and Follow-up

reduce effect to

Peer
Referral

leads to

Active
CBVs

encourage

reduce effect to

encourage

Villages
Without

CBVs

Private Doctors
NOT indoctrinated

into Program

inhibits
Imams NOT

Indoctrinated
into Program

inhibits

encourage

encourages

reduce effect to

Distance

inhibits

Satelite
Sites

reduce effect of

leads to
Sensitisation

and Mobilisation inhibits

encourage

Buffer
Stock

Continuity
of Service

reduce effect to

Some Sites
NOT in / near to
Health Facilities

inhibits

SFP Pipeline
Problems damages

Confusion Over
Elligibility Criteria

inhibts

inhibits

Short LOS

leads to

leads to

LHW
Involvement

reduce effect to

Narrow Recruitment
of Case-finders

leads to

leads to

Few MUAC Tapes
in the Community

leads to

inhibits

Broadcast
Sensitisation

reduce effect of

reduces effect of

Stigma

reduces

inhibits

Religious
Fundamentalism

reduces

inibits

Imams NOT
Indoctrinated
into Program fails to address

Program Failure
Program Success

Not under
program control

Absent

Address 
stock-outs

Hangover from
emergency

Poor Product
Diiferentiation

leads to

Not under
program control

Flexible
Discharge 

Criteria

leads to

Children Not 
Screened 

leads to 

prevents

No Knowledge 
about Program

leads to

prevents

malnutrition 
not 

recognised 

fails to address

inhibits

MAM to SAM 
not detected

Daily 
attendance

promotes

SFP Failure

leads to

interface break leads to

d 



19 
 

Table 2: Barriers and Boosters: Refer to the key below the table for sources used in triangulation of sources by method 

Barriers Source No Boosters Source No 
Lack of knowledge of program 5, 7, 9, 10, 11 Satellite sites (improved proximity) 1, 5, 6 
Malnutrition not recognized 5, 7, 10, 11 Motivated staff and CBVs 1, 5 
Areas/ villages did not have CBVs                    1,7 Involvement of lady health worker (female CHWs) 7 
Failure to communicate admission criteria 6, 11 Beneficiaries knows their community volunteers (where CBV is present) 7, 3, 10  
Rejection/relapse not returned 11, 5 Men bringing children 5, 3 

Children not screened consistently at OTP sites  10 General good opinion of program in communities (where CBV is 
present) 1,7, 10, 6  

Disabled children rejected 10, 5 Efficient referral and defaulter tracing (where CBV is present) 4, 9, 11 

Time and/ or Cost of travel 4, 10  Non-discrimination against Hindus and marginalized person (excepting 
disabled persons) 7, 2, 4 

Patchy Coverage 10, 5 Community know about malnutrition (where CBV is present) / peer 
referrals 1, 4, 9 

MAM to SAM not detected-SFP failure 5, 10 Effective community sensitization brings people to the program (where 
CBV is present) 1, 4, 7 

MUAC strips used by CMAM staff only 10, 5, 7 Buffer Stock of RUTF addresses stock outs 1, 5, 6 
Narrow recruitment of case finders (e.g. no private doctors) 7, 11,5 Some sites located at or near to health facilities 5, 6  
Stigma (in landlord, Sayyid and rich families) 6, 7 Some cross referral from national health program (LHW) and EPI 10, 11, 7,2 

During screening in houses males were not allowed 10 Good compliance to treatment 1, 10, 5 
Weak supply from UNICEF (RUTF, amoxicillin) and WFP (RUSF, HEB) 1, 10, 2 Short waiting times at OTP sites 4, 5, 9 
Product confusion / beneficiaries unclear about program modalities 11, 1, 3, 6 Active community case-finding (where CBV is present) 1, 4 
Not using all available ways to broadcast program and schedule (i.e. 
mosques, temps, markets) 7, 2, 10  

 Islamist opposition to secular humanitarian programming 7, 6   
 OTP schedule is not clear to community 5, 1  
 Key 

Source Number given Source Number given 
Program Staff 1 Community gathering 7 
Community Nutrition Volunteers -IGD 2 Seasonal calendar 8 
Male carer 3 Carer interview 9 
Review of record 4 Survey Questionnaire 10 
Self observation 5 Carer interview within the community 11 
case study 6   



In addition to barriers and boosters cited above (concept map mapping) and as seen in Table 3, the main barriers 
to access to treatment that were identified as; i) a lack of knowledge about the CMAM program and ii) 
community lack of knowledge about malnutrition. The main booster to treatment access was identified as a 
general good opinion of the program in communities (Table 3).  

Areas with low and high coverage were identified. Though not formally hypothesized, the areas with OTP sites 
that were established earlier in the program-July 2012 had a high coverage compared to the areas with OTP sites 
were set up in November 2012. There may also be a problem with patchy coverage and there might also be a 
problem with distance. Nevertheless, the SQUEAC investigation entered the third stage for a wide area survey to 
estimate overall program coverage as explained in the next report section. 

 

.VII. Stage 2 and 3: Overview of evidence of information collected and estimation of coverage 

.VII.1.1. Using SQUEAC data to estimate program coverage 

The objective was to provide an estimate of overall programme coverage using Bayesian techniques. This process 
was broken down into: Developing a prior, developing likelihood and combining beta prior and binomial 
likelihood in a beta-binomial conjugate analysis to give posterior. 

.VII.1.1.1. Developing a prior 

Any relevant information that was collected was used. Importantly, the qualitative data collected, routine 
program data and cases studies shaped the prior that was needed in to make the conjugate analysis14. Prior 
information about the coverage was thus expressed as probability density. The process involved making an 
informed guess about the most likely coverage value, that is, the mode of the probability density. Positive values 
(boosters) were built up from zero while the negative values (barriers) were used to “knock down” from the 
highest possible coverage of 100%. 

In developing a prior, the information collected was separated between factors that reflect positively about 
CMAM coverage and factors that reflect poorly, based on the mind map developed with contextual information 
earlier. A procedure was employed to weigh the barriers and booster in three ways, that is, using i) weighted 
barriers and boosters, ii) un-weighted barriers and booster, and iii) through use of belief histogram. 

Un-Weighted Barriers and Boosters  : Each of the barriers and boosters were summarized and given equal scores 
of 3 to be used to weigh the total boosters and barriers which were 20 and 13 respectively. The positive scores 
were added together that is, giving 60% for the boosters pushing the program towards increased coverage while 
the sum of the negative scores, 39% was subtracted from 100% for the barriers pulling coverage lower. The un-
weighted average value was 60.5%.The average of the two resulting numbers was taken. Thus  

Prior mode = 60%+(100%−39%)
2

= 60.5% 

Weighted Barriers and Boosters : Barriers and boosters were ranked (1-5 in scores) initially with 5 ranking 
highest and 1 lowest. Thus, major, moderate and minor boosters and barriers were determined. Further to this, 
the most important barrier and booster was given a score of 10 each to complete the weighing process. The 
barriers and boosters are summarized in table below. Detailed barriers and boosters that informed program 
recommendations are on table 2. 

 

                                                 
14Semi Quantitative Evaluation of Access and Coverage (SQUEAC)/Simplified Lot Quality Assurance Sampling Evaluation of Access and 
Coverage (SLEAC) Technical reference. Mark Myatt et al. October 2012 
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Table 3: Barriers and boosters to coverage 

Barriers Weights Boosters Weights 

Areas/ villages did not have 
CBVs 

10 Motivated ACF staff and CBVs facilitate 
defaulter tracing and follow-ups 

10 

Narrow recruitment of case 
finders 

5 Buffer Stock of RUTF to address stock outs 5 

A number of CMAM sites were 
not within health facilities 

5 Satellite approach-More access to the site 5 

Not using all available ways to 
broadcast program and 

schedule-Low sensitization 

3 Retention of MAM case in program despite 
lack of SFP supplies 

3 

Landlord, Syed and rich families 
feel CMAM is for poor and 

inferiors-Stigma 

1 Continuity of the services leading to 
compliance to treatment and early 

treatment seeking behaviors/good opinions 

3 

Beneficiaries are not clear about 
program modalities-confusion 

on eligibility criteria 

1 Community knows about malnutrition, 
promotes knowledge and dissemination and 

peer referrals 

3 

  Involvement of Lady Health Workers 3 

  Minor boosters15 3 
Total scores 25  35 

 

The total score of pooled boosters were calculated to be 35% and the total score of barriers yielded 25%. The 
total score for boosters was added to the minimum possible coverage (0%), to give 35% while the total score for 
barriers was subtracted from the highest possible coverage (100%), to give 75%. The average of the two, i.e., 55% 
was used in the calculation of the mode for a trial distribution curve (prior) plotted using the Bayes SQUEAC 
Calculator.  

Belief histogram : This was based on consensus ranking of the coverage by each of the participant of the 
coverage assessment. Each participant decision was based on their studied knowledge obtained from qualitative 
and quantitative information obtained in the first stage of the SQUEAC investigation of the CMAM program. The 
values of the belief of coverage for each participant ranged from 30% and 80%. The modal belief was decided on 
basis of weighted and un-weighted barriers and boosters to obtain modal prior of 57%. 

The modal value 57% was plotted using the Bayes SQUEAC Calculator with a precision of +/- 10% at 95% credible 
interval (confidence interval). Alpha prior of 14 and the beta prior of 18 were used to shape the prior mode. The 
final curve used for a prior is presented in Figure 7.  

                                                 
15 Minor boosters were i) male carers bring their children to OTP site when female carers can't; and ii) short waiting times at the OTP 
sites 
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Simulation of the BAYESsqueac calculator16 was used to estimate the sample size of the wide area survey using 
the modal prior of 57%, alpha prior and Beta prior of 14 and 18. A likelihoods sample size of 64 SAM children was 
calculated. This was checked against the minimum sample size; thus it was ≥3017. The minimum sample size is 
calculated thus: 

Minimum sample size= alpha prior + beta prior-2 

=14+18-2=30 

Minimum sample size ≥ 30 

64 current cases were confirmed as ≥ 30 and will give forth credible results at 95% credible interval. A minimum 
of 2 SAM children would be expected from each village (see paragraph below sampling method step 1) and 
therefore, a minimum of 18 villages would be included in the sample. A measure to have a big enough sample 
size was to add 6 more villages to the calculated minimum number of villages, i.e., total of 24 villages were 
included in the survey to ensure the minimum number of 64 SAM cases will be reached.  

.VII.1.1.1. Developing  likelihood and posterior 

To update the prior information and active and adaptive case finding was conducted in the communities using 
the following methodology: was collected. 

Sampling method: Spatial sampling approach was used to randomly select villages that were stratified 
comprehensively in UCs. This was done as follows:  

Step 1: List of villages UC wise with estimated population was drawn for all the areas of OTP sites which started 
activities in July/August 2012. The percentage of under fives (14%) per village was obtained and a prevalence 
SAM (6.9%18) was used to estimate the number of SAM children that could be obtained from each village. 2 SAM 
children were expected to be found in each village. 

Step 2: Systematic sampling at every 24th villages was used to select the villages to be visited from the composed 
list of villages by UC where CMAM program operates. A total of 24 villages were identified for visits.  

VII.1.1.1.1 Data collection and analysis 

The teams used active and adaptive case finding techniques to find all or near all SAM cases in the 24 selected 
villages to estimate the coverage and confirm the prior. MUAC of the SAM cases were taken and semi structured 
questionnaire-annexed to this report-was administered on non-covered cases. Specific local definitions of SAM 
and etiologies were used to ask community members to bring the survey team to children with SAM. Identified 
SAM cases were categorized as i) SAM cases who were currently  in treatment / attending the program, ii) SAM 
cases who were not enrolled in the program, and iii) recovering cases (those that have MUAC above 115 mm but 
yet to attain discharge criteria-15% weight gain).  

During the SQUEAC survey, 66 SAM cases as well as 27 recovering children were identified (making a total of 93 
children). Out of the 66 SAM children 33 were in treatment while 33 were not in program.  

The survey likelihood data was summarized using the numerator and denominator as shown below to calculate 
the coverage. The period coverage estimator was used because of reasonably effective case-finding resulting in 
timely identification and referrals, and acceptable lengths of stay, hence coverage was calculated as:  

                                                 
16 The BayesSQUEAC coverage estimate calculator free downloaded available at: http://www.brixtonhealth.com/software.html 
 
17 The minimum sample size ensures that the alpha prior and the beta prior were not too low to deliver results at 95% CI 
18 Tando Mohammad Khan integrated nutrition survey, Preliminary report, October 2012 
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= 𝑐𝑢𝑟𝑟𝑒𝑛𝑡 𝑎𝑛𝑑 𝑟𝑒𝑐𝑜𝑣𝑒𝑟𝑖𝑛𝑔 𝑐𝑎𝑠𝑒𝑠 𝑎𝑡𝑡𝑒𝑛𝑑𝑖𝑛𝑔 𝑡ℎ𝑒 𝑝𝑟𝑜𝑔𝑟𝑎𝑚
𝑐𝑢𝑟𝑟𝑒𝑛𝑡 𝑎𝑛𝑑 𝑟𝑒𝑐𝑜𝑣𝑒𝑟𝑖𝑛𝑔 𝑐𝑎𝑠𝑒𝑠 𝑎𝑡𝑡𝑒𝑛𝑑𝑖𝑛𝑔 𝑡ℎ𝑒 𝑝𝑟𝑜𝑔𝑟𝑎𝑚+𝑐𝑢𝑟𝑟𝑒𝑛𝑡 𝑐𝑎𝑠𝑒𝑠 𝑛𝑜𝑡 𝑎𝑡𝑡𝑒𝑛𝑑𝑖𝑛𝑔 𝑡ℎ𝑒 𝑝𝑟𝑜𝑔𝑟𝑎𝑚

 

 

The numerator and the denominator were obtained from the results for the wide area survey using the formula: 

 
33 + 27

33 + 27 + 33
 

Period coverage was estimated to be 62.6% (95% CI=53.8% - 70.6%)  

Barriers reported by carers of non-covered cases are shown in Figure 7. The BAYESsqueac graph is shown in 
Figure 8. Program coverage was above the SPHERE minimum coverage of 50% for rural program. 

Figure 7: BAYESsqueac survey coverage-prior likelihood and posterior 
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Figure 8 presents the barriers identified from the questionnaires administered during wide area survey to 
carers of the children who are not covered by the program.  

Figure 8: Barriers to program coverage and uptake / reasons for not attending the program obtained during 
survey-wide area survey 

 

 

 

The major barrier to program uptake and access was lack of knowledge of the program (out of 33 non 
covered cases, 17 didn't know about the program). The barriers labeled as others are: non referral of SAM by 
government health facility staff and men not allowed inside the compound. The rejection at the OTP site was 
identified during the wide area survey because children were disabled and also because staff had been 
reluctant to take relapses back.  

One should note that barriers reported during the wide area survey were additional to the ones identified in 
earlier SQUEAC stages. 
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.VIII. Conclusion and recommendations 

• In the district areas where the ACF CMAM program has been running for 7 months the coverage of 
the nutrition treatment program was 62.6% (95% CI = 53.8%; 70.6%), i.e., above the SPHERE standard 
of  50% coverage for rural programs19 showing that the performance is acceptable. 

• The SQUEAC tool was used as a monitoring and an informative process of coverage of CMAM 
program in Tando Mohammad Khan. Monitoring in the sense that it tracked implementation of the 
program against the requirements laid down in the CMAM international and national protocols such 
as early treatment seeking, length of stay in the program and care as long as it is needed, to mention 
a few. It is an informative process as it provided key barriers and boosters to treatment access, i.e., 
factors that affect program uptake and coverage in the TMK district.  Identified barriers were lack of 
knowledge of the program, lack of knowledge about malnutrition but also for instance because of 
MAM cases slipping into SAM not detected due to SFP failure. The satellite site approach, motivated 
staff and CBVs and procurement of RUTF and routine drugs by ACF were some of the key boosters of 
program coverage identified. The plan to address the barriers in the program is outlined in table 4 
below. The simple process of turning the results to action is found in figure 9 below: 

  

 

• A coverage assessment using SQUEAC methodology should be repeated toward end of 2013. 

 

                                                 
19 http://www.spherehandbook.org/ 
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Figure 9: Turning results into action 
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Table 4: Log frame for program reform 

Main area of activity Processes Process indicators  Outcome indicators  
Mobilization • Make a list of religious and 

community elders within program 
areas.  

• Visits & meetings with religious 
leaders. 

• List completed – all villages 
• Proportion of the religious 

and community leaders who 
have been visited.  

• Number of children referred from the 
religious leaders / community leaders. 

• High Level of awareness of the program 
by the community. 

Recruit CBV’s in uncovered villages • Identification and recruitment 
potential volunteers with 
coordination of community elders. 

• Conduct training for recruited 
volunteers. 

• List of the trained volunteer 
per village. 

• Number of Coordination 
meeting with recruited 
volunteers. 

• Proportion of villages with 
recruited CBVs 

• Total number of children screened and 
enrolled in program. 

 

Recruit Private Practitioner   • Identification and recruitment of 
private practitioners 

• Conduct sensitization session about 
the program in term of 
identification and strong referral 
mechanisms.  

• List of the private practitioner. 
• Proportion of private 

practitioner indoctrinated into 
the program. 

• Number of cases referred by the private 
practitioner. 

• Improved early seeking behavior 
• Short length of stay-LOS in the program 

 
Introduce screening of children in 
Government Health Facilities 

• Meet with district health 
management team 

• Meetings / visits health facilities. 
• Train health care workers on the 

process of screening and referral of 
malnourished children. 

• Distribute MUAC tapes and 
referral slips for monitoring 
screening. 

 

• Number of screened and referred 
through health facility staff of 
government.  

• Early treatment seeking -ETS 

Recruit Positive Deviant Mothers 
(PDM) to be as volunteer 

• Identify potential positive deviant 
mothers.  

• Train them on MUAC for the early 
identification of malnutrition. 

• List of the recruited PDMs. 
• Equip mother with MUAC 

tapes. 

• Number of children referred by the 
PDMs. 

• Level of high level awareness about 
CMAM by mothers. 

• Number of mother to mother referrals 
• ETS 
• LOS 
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To ensure Patients with MAM are 
screened regularly-to detect 
relapse to SAM.  

• Follow up visits by program staff 
(Community mobilizer / outreach 
worker). 

• Watch list of children with 
MUAC. 

• ETS  

Broadcast sensitization. • Identification suitable methods and 
location for broadcasting. 

• Develop key messages for 
broadcasting. 

• List of key sites for 
broadcasting. 

• List of key messages to be 
used in broadcasting and 
schedule of dissemination 

• Proportion of identified sites 
covered. 

• ETS / LOS  

Ensure availability of routine OTP 
supplements/medicines at site.  

• Procure buffer stock of RUTF. 
• Procure routine medicines 
• Liaise with UNICEF to prevent 

pipeline failures 

• Watch list of consumption of 
RUTF and medicine for each 
clinic in the district.  

• Number of reported stock outs of RUTF 
and routine drugs 

Sensitize the community on the 
enrolment criteria through MUAC.  

• Make a map and List of the all the 
villages in the individual program 
areas and their serving CBVs 

• Identify key messages/IEC 
materials for community 
sensitization 

• Supply adequate number of MUAC 
straps to be used in training and 
given in the community 

• Ready list of all the villages 
and scheduled visits 

• Adequate IEC materials and 
MUAC tapes 

• Number of villages visited and sensitized 
on enrolment criteria. 

• Number of self referrals. 



.IX. APPENDICES 

.IX.1. Villages sampled for SQUEAC assessment 

Union Council Village Name to be visited 

Nazarpur 
  
  

Haroon Jagsi 
Ghanoo Magsi 
Jeendo Mallah 

Saeed Matto 
  

Ibrahim Daras 
Rashi Kohli 

Saeed Pur Asghar Lund/Noor Muhammad Gopang 

Mullan Kattiar 
  

Badoo Machi/Mirbahr/Kalar Pur 
Haji Beero/ Pour 

Allah Yar Turk Haji Chakir Kaloo 

Janhan Soomro 
  

Moosa Almani 
Jinhahn Soomro 

Saeed Khan Lund 
  
  
  
  
  

Rawat mir Jat 
Saleh Lund/Dada Saeen 
Jummon Mir Jat 
Verji Kolhi/Walio Kolhi 
Khingo Kolhi 
Ragho Kolhi 

Ghulam Shah Bagrani 
  
  
  

Shafi Rind 
Misri Kolhi 
Tamachi Kolhi 
Jandoo Rind 

Bulri Shah Karim 
  
  

Haji Umar Shoro 
Mirbar Mohlla 
Raees Anwar Khan Rind 

 

.IX.2. SQUEAC tally sheet   

District: Tando Mohammad Khan Union council (UC):_______________Village: _____________ 
 
Date: ______________ Team number: _______ 
 
Village Area SAM Cases SAM cases in 

Program 
SAM cases not in 
program 

Recovering cases 
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.IX.3. Mother/Carer interview guide  

CMAM Site: _____________________                                        Union Council:________________________ 
Interviewer Name: __________________                                  Taluka:______________________________ 
Date:______/______/ 2013                             District: _____________________________ 
            
 *********************************************************************   
Description of Questions: BOLD fonts define questions while ITALIC fonts declare guidance notes.  
Question# 1 How did this child get to be in this program?  
Guidance notes: (Take history, Explore local terms used for SAM children, find out its treatment seeking 
behavior, program case findings and referrals methods).  
 
 
Question#2 Do you know of any children in your village that are like your child and are not attending this 
program?      Yes                                          No  
Guidance Notes:  (Then ask about index child specific history from above, common SAM aetiologies like e.g 
recovered well after illness specific signs e.g thin arms, swollen feet, kwashiorkor signs etc, Treatment seeking 
behavior/pathways to care). 
 if YES please follow Part-A  if NO please follow Part-B 
Part-A why do you think child is not attending this program?  (How do you know this, any other reasons, any 
other children, record name and home location of the informant for follow up). 
Part-B:  if there were children like your child that are not attending this program why do you think they 
would attend the program? (Explore of any other reason that stops peoples coming to health facility?)  
 
Question#3  if I wanted to find children like your child and the children we have spoken about, how would I 
best describe them to other people? (discover local terms used to describe SAM in community e.g Kangi in 
sindhi and soori in Pashtu, sookha pan in Urdu, any other names used to describe sever malnourished 
children’s, are these the same things as malnutrition). 
 
Question# 4 if I wanted to find a children like your child and the children we have spoken about who would 
best be able to help me to find them? (Ask directly about midwives, traditional birth attendants, traditional 
healer’s, LHW, Community volunteer’s, the people mentioned in history when exploring treatment seeking 
behaviors and the peoples use by the programs for case findings/ referrals, Ask “why” and “why not” e.g 
confirm as an example “that you saying that I should ask PERSON  LHW Miss. Robina etc to take me to see 
children with severe malnutrition called kangi  in this community” is that right). 
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.IX.4. Question guideline to community  

UC: _______________________ date _____________ Team Members______________________ 
Village:__________________________________ Distance from the CMAM Site:________________ 
 

1. Have you heard about the CMAM program? 
2. Has anyone come to talk to you about the programme? 
3. Have you seen MUAC tape 
4. Have you seen Plumpy nut 
5. Do people go to the programme for seeking treatment 
6.  

.IX.5. Questionnaire for carers of cases not in the program 

UC: _______________________ date _____________ Team Members______________________ 
Village:__________________________________ Distance from the CMAM Site:________________ 

1. Do you think that this child is malnourished 

If YES……. 
2. Do you know of a program that can treat malnourished children? 

If YES……. 
3. What is the name of this 

program____________________________________________________________________________
_________________________________________________________________________ 

4. Where is this 
program_______________________________________________________________________ 
 

5. Why is this child not attending this program? 

Do not prompt. Probe “any other reason” 
Tick reason 
 Program site is too far away 
 No time/ too busy to attend the program 
 Carer cannot travel with more than one child 
 Carer is ashamed to attend the program 
 Difficulty with child care 
 The child has been rejected by the program 

 
 Record any other reasons… 

____________________________________________________________________________
___________________________________________________________________ 

6. Has this child ever been to the program site or examined by program staff 
If YES……. 

7. Why is this child not in the program now? 

Tick Reason 
 Previously rejected 
 Defaulted 
 Discharged cured 
 Discharged as not cured 

 
Thank the carer, issue the referral slip. Inform carer of site and date to attend. 
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